blockers and angiotensin-converting enzyme inhibitors were not initiated because of intermittent bradycardia and acute tubular necrosis. Ceftriaxone was administered for 18 days, followed by oral doxycycline to complete 28 days of therapy. On day 12, cardiac magnetic resonance (MR) demonstrated normal systolic function with an LVEF of 61%. After 2 months, cardiac MR with gadolinium showed preserved systolic function. Neither of the cardiac MR studies revealed gross myocardial edema or fibrosis, suggesting complete recovery.
Discussion
Lyme disease is the most common vector-borne infection in North America, yet cardiac manifestations are relatively uncommon. A United States Center of Disease Control surveillance study of Lyme disease reported cardiac findings of: palpitations (6.6%), conduction abnormalities (1.8%), myocarditis (0.9%), cardiac dysfunction (0.5%), and pericarditis (0.2%). 1 From 2001 to 2010, 70 (0.8%) of 9302 confirmed Lyme disease cases reported to the Minnesota Department of Health surveillance system had second-or third-degree AV block. The Infectious Diseases Society of America suggests parenteral ceftriaxone treatment for patients with second-to third-degree AV block. 2 Guidelines for steroid administration remain undefined, because reported cases of Lyme carditis have resolved without steroids. However, steroid implementation has been described for cases that exhibited consistent third-degree AV block for a minimum of 24 to 48 hours up to 1 week. 3 Meanwhile, acute heart failure in Lyme disease is very rare. The few studies that described severe heart failure were limited to patients having longstanding dilated cardiomyopathy. Among these patients, earlier ceftriaxone treatment may have been associated with complete recovery or improved LVEF, but the role of steroids remains unclear. 4 This patient's clinical course and treatment brought to question what caused her disease; specifically, what is the contribution of foreign bacteria versus the immune response? Her sudden decompensation within hours of antimicrobial therapy, followed by 2 to 3 days of ongoing fevers, increasing CRP, and difficulty with transvenous pacing, all suggested a Jarisch-Herxheimer reaction after initiat-ing antimicrobial therapy. Antigen release triggered the inflammatory response, the putative pathological entity driving the "disease" state of the patient's arrhythmias and cardiogenic shock. Corticosteroids temporally were associated with substantial clinical improvement, cessation of life-threatening arrhythmias, marked decline in CRP, and restoration of near-normal LVEF.
Conclusion
Severe biventricular failure is a rarely described manifestation of Lyme infection, which in this case was presumably precipitated by a Jarisch-Herxheimer reaction. Implementation of steroids should be considered as adjunctive therapy if CRP acutely rises after initiation of antimicrobial treatment of Lyme carditis. The use of CRP as a diagnostic therapeutic marker for indicating the role of corticosteroids has not been described and should be investigated further in myocarditis.
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